ABSTRACT HIV voluntary counselling and testing (VCT) services were launched in Egypt in 2005. A study of all functioning VCT centres in Egypt (7 mobile and 9 fixed) aimed to determine the profile of clients and their level of satisfaction to identify strengths and weaknesses in the service. In direct interviews with a sample of 928 clients, the main motive for seeking VCT was risky sexual behaviour (34.2%). More females than males sought services because of partners' risky sexual behaviour. More than 90% of the clients were satisfied with the counselling service. Only 41.4% were willing to discuss the test results with their partners. Male sex, higher education level and attendance at fixed VCT centres were associated with higher satisfaction. Une étude portant sur l'ensemble des centres égyptiens les offrant, soit sept centres mobiles et neufs fixes, a été réalisée pour déterminer le profil des usagers et leur niveau de satisfaction, afin d'identifier les points forts et les points faibles de ces services. Les entretiens directs effectués avec un échantillon de 928 usagers ont montré que la demande de services de conseil et de dépistage volontaires pour le VIH/sida était principalement motivée par des comportements sexuels à risque (34,2 %). Les femmes faisaient davantage appel à ces services que les hommes en raison du comportement à risque de leur partenaire. Plus de 90 % des usagers étaient satisfaits du service de conseil. Seuls 41,4 % d'entre eux se disaient prêts à discuter du résultat des tests avec leurs partenaires. Le niveau de satisfaction le plus élevé était associé au sexe masculin, à un niveau d'éducation supérieure et à la fréquentation de centres fixes de conseil et de dépistage volontaires.
Introduction
The acquired immunodeficiency syndrome (AIDS) has killed more than 25 million people since 1981. Despite recent improvement in access to care and antiretroviral treatment in many regions of the world, the AIDS epidemic claimed 3.1 million lives in 2005. The total number of people living with the human immunodeficiency virus (HIV) reached an estimated 40.3 million in that year [1] .
Knowledge of a person's HIV infection status strengthens prevention efforts by encouraging infected persons to avoid transmission to others and motivating those who are not infected to protect themselves through risk reduction strategies and behaviour change. HIV counselling and testing can lead to a reduction in the number of sexual partners, increased condom use, fewer sexually transmitted infections (STI) and safer injection practices [2] .
The first voluntary counselling and testing (VCT) centre in Egypt was launched in January 2005. VCT allows clients the opportunity to utilize anonymous pre-test and post-test counselling services when considering an HIV test and to be linked to a range of care and support services that meet their needs. The procedures for conducting VCT should be reviewed and updated regularly to improve the quality of services provided [3] . To expand these services in Egypt, there is a need to determine clients' level of satisfaction and to overcome weaknesses in the service. There is also a need to determine whether the expansion should be in the form of fixed or mobile centres.
The objectives of this study were: to identify the sociodemographic characteristics of clients using VCT services; to determine their level of satisfaction with VCT and identify strengths and weaknesses in the service; to identify the rate of use of VCT services; and to compare the services provided by fixed and mobile centres to help in the future planning of new centres.
Methods
This was a cross-sectional interview study of clients attending VCT centres throughout Egypt.
Study setting
At the time of the study VCT services were provided by 7 fixed and 9 mobile centres distributed in 12 governorates of Egypt.
In Egypt fixed VCT centres are located within buildings of the Ministry of Health and provide counselling and testing for HIV only. Labelling the centres as "centres for voluntary counselling and testing", without mentioning the word AIDS, aims to ensure the confidentiality of services and to avoid stigmatizing visitors. The mobile VCT centres are in the form of mobile vehicles comprising 3 sections: the first for the driver, the second for the counselling session which is conducted in privacy where only the counsellor and the clients are present and the third section is for laboratory testing. Each section has a private entrance. To avoid the stigma of attending the mobile services, they were established to provide counselling services for 5 health problems: tuberculosis, hepatitis B, hepatitis C, HIV/AIDS and drug abuse. The laboratory provides testing services for HIV and viral hepatitis B and C. The mobile centres are moved according to a prescheduled programme.
The working days of these centres are Sunday to Thursday. All services are free of charge and performed anonymously. The majority of service providers are males. The study was conducted during the period from July 2006 to end of June 2007. All centres that had been functioning for at least 6 months by the time of the study were visited and included in the study. This duration was selected to ensure that the centre had been functioning for a sufficiently long period to determine the level of satisfaction of clients.
Sample
The study subjects were clients served by all VCT centres functioning for at least 6 months by the time of the study. The sample size was determined using Epi-Info statistical software, considering the power of the study at 80% with an alpha error of 5% and beta error of 20%. The calculated sample size was found to be more than 800. The average number of clients served during a 1-week period was found to be around 50 clients based on reports of VCT centres presented to the Ministry of Health and Population at the end of 2005.
At each centre, at least 50 clients were interviewed on days covering every working day of the week. For mobile centres, the interviewees were selected from at least 5 different localities. Selection of clients was performed using systematic sampling where every second client was chosen. This was based on the results of a pilot study showing that the duration of counselling was 15-20 minutes and the duration of interviews was 30-40 minutes. The place of interviewing was selected to ensure confidentiality and the comfort of the interviewees away from the personnel of the VCT centres to avoid any bias in data collection. In 2 fixed centres we failed to collect data from 50 clients due to the low attendance rate. The total number of clients interviewed in these 2 centres was 45 (the target should be 100). The missing 55 clients were taken from 3 other fixed centres. The refusal rate was minimal, ranging between 1% and 4% at different centres.
Data collection
A predesigned questionnaire sheet was used to study the satisfaction of clients with the provided service. The questionnaire sheet included the following data: sociodemographic data; service required and motive for seeking it; and source of information about the VCT service. A checklist was used for evaluation of the level of clients' satisfaction with the offered service using a list of functions that should be fulfilled during the counselling session. The total number of questions in the checklist was 24 (scored 1 for positive answer and 0 for negative one: total score 24). The level of satisfaction was calculated as a percentage of the total score. Data collection was performed through direct interviews with the study participants.
The content validity of the questionnaire was reviewed by 3 experts and 5 peer reviewers. A pilot study including 30 individuals (not included in the study sample) was carried out to ensure its suitability for data collection relevant to the study design and objectives. Reliability was assessed by test-retest to eliminate inter-rater and intra-rater bias. The interviewers were trained before the start of the study on interviewing skills and how to complete the questionnaires.
The interviewees were informed of the aims of the study and given guarantees about the confidentiality of the collected data. A verbal witnessed consent was obtained before data collection.
No pressure of any kind was imposed on interviewees to participate in the study. Confidentiality and comfort were secured at the place of the study.
Data analysis
The collected data were statistically analysed using SPSS statistical software, version 12. The mean and standard deviation (SD) were used for quantitative variables and the t-test was used for statistical analysis. For categorical variables, the number and percentage distribution were calculated and chi-squared tests used for analysis. Fisher exact test was used when the chi-squared test was not appropriate. The level of significance was P < 0.05.
Results

Workload of centres
The rate of clients served at mobile centres was 262.1 clients per month per centre, ranging from 176.2 to 351.8 per month at different centres. On the other hand, the rate in fixed centres was much lower (33.1 clients per month per centre), and ranged from 3.9 to 28.0 per month in 6 out of the 7 fixed centres, while in the Red Sea it was exceptionally high at 149.7 per month. Excluding the Red Sea centre, the rate of clients served by fixed centres was 13.7 per month per centre (Table 1) .
Background characteristics of clients
The age range of the majority of studied clients (77.0%) was 20-40 years. The mean age of clients in fixed centres [28.6 (SD 6.7) years] was significantly lower than that in the mobile ones [30.4 (SD 9.8) years] (P = 0.001). The majority of served clients were males (81.8%). More females visited the mobile centres (20.3%) than fixed ones (14.6%) (P = 0.028). Skilled workers were the main occupational group among served clients (43.1%). In mobile centres significantly more manual workers, students and employees were served compared with clients at fixed centres (P < 0.001). Nearly two-thirds of the clients overall had secondary or university education (67.4%). However, in mobile centres, significantly more clients were illiterate (7.9%) or could just read and write (10.1%) compared with clients at fixed centres (2.9% and 2.3% respectively) (P < 0.001). Single clients comprised 48.8% (Table 2) . 
Motives for seeking VCT
The main motives for seeking VCT services were having risky sexual behaviour (34.2%) or a previous blood transfusion (22.3%). Planning to get married and a history of blood transfusion were reported by significantly more clients in mobile centres than fixed centres (P = 0.041 and P < 0.001 respectively). On the other hand, having a new sexual partner was reported by 19.8% of clients in fixed centres and this was significantly higher than the rate of 10.4% among clients of mobile VCT centres (P < 0.001).
The main sources of information about VCT centres were relatives/ friends (32.7%), posters (24.5%), health care workers (23.4%) and lectures (20.0%). Radio, newspapers and the tele phone hotlines were the lowest sources (1.9%-2%). In mobile centres, significantly more clients reported lectures and posters as sources of information than did clients of fixed centres (P < 0.001). On the other hand, sex partners and relatives or friends and hotlines were reported significantly more by clients of fixed centres than mobile ones (Table 3) .
Male/female differences
Males reported seeking VCT services most commonly because of having risky sexual behaviour (39.3%), being injecting drug users (17.0%) or having a new sexual partner (16.1%) and these rates were significantly higher than among females (11.2%, 1.2% and 4.1% respectively) (P < 0.001). Significantly more females sought VCT services because their partners were suspected of having risky sexual behaviours (33.7%) than did males (7.4%) (P < 0.001).
The sources of information about VCT service were nearly the same (Table 4) .
Services received
Most of the clients at centres received counselling and testing (90.5%). The percentage of those receiving counselling only was significantly higher in mobile centres (11.8%) compared with fixed ones (5.5%) (P = 0.002). Almost all the clients were counselled in an individual setting (96.9%). Significantly more clients were served in couples at fixed centres (5.2%) than those in mobile ones (1.9%) (P = 0.004). The majority of the studied clients had not been tested for HIV before visiting the VCT (89.9%). This percentage was significantly higher in mobile centres compared with fixed centres (95.0% and 81.0% respectively) (P < 0.001). At fixed centres, 92.4% reported the availability of information and educational materials and this was significantly higher than at mobile centres (71.6%) (P < 0.001). However, 95.4% of clients at mobile centres reported receiving health education about HIV/AIDS during waiting sessions, which was significantly higher than 62.1% among clients at fixed centres (P < 0.001) ( Table 5) . Table 6 ). Table 7 shows that 98.7% of all clients reported satisfaction with different steps of the counselling service. Only 57.9% of the studied clients reported talking with the counsellor about issues related to previous or current HIV testing and only 41.4% said they were willing to discuss the test results with their partners. More than half reported (59.8%) that they had learned something new about HIV/AIDS from the video films or brochures at the VCT; at mobile centres, this percentage was 49.9% which was significantly lower than 76.7% at fixed centres (P < 0.001). Clients' satisfaction of most items of the counselling session was significantly higher at fixed centres compared with mobile ones.
Satisfaction with services
Discussion
According to the United Nations Joint Programme on HIV/AIDS only 10% of HIV infected individuals worldwide are aware of their HIV status [1] . The present study evaluated the rate and causes of attendance of clients at both mobile and fixed VCT centres, the characteristics of these clients and their satisfaction with the services. The study also highlighted some factors that could impede or enhance the quality of counselling and achievement of the objectives of VCT. The present study revealed that the uptake of VCT services was low, especially at fixed centres. Many studies have suggested multiple reasons for low uptake of VCT services, including fear of stigma, marital disharmony, the incurable nature of the disease [4], perception of personal HIV risk, feeling healthy and strong [5] and sometimes fear of positive results [6] . Mobile centres may be more successful as they bring VCT services right into the community [7] and because in Egypt mobile centres offer hepatitis B and C tests, which are needed more by people. The perception that fixed VCT locations lacked privacy and confidentiality and were stigmatizing has been identified as one of the major barriers to uptake of HIV counselling and testing [8] .
Community-based health education programmes are an effective method for improving and promoting acceptance of VCT, as documented by other studies [9, 10] ; for example, a significant increase was noted in the use of VCT services immediately after implementation of a brief STI/HIV education programme [10] .
We found that the majority of VCT clients were young males. Previous studies in other countries showed that the most vulnerable group for HIV/AIDS infection are those aged 20-40 years, especially males who have risky behaviours [11] [12] [13] . In contrast, Qiang et al. in California found lower HIV testing rates among younger ages [14] , while another study showed that age was not significantly associated with seeking VCT services [15] . The mean age of clients at fixed centres was significantly lower than that at mobile ones in our study. In Mali a study reported that younger people were more likely to come to mobile services than fixed ones [16] . Two-thirds of all VCT clients in our study had secondary or university education. However, at mobile centres, relatively more clients were illiterate or had basic literacy than at fixed centres where clients were better educated. Well-educated people may have better awareness and motivation about the importance of VCT services for prevention of HIV/AIDS, whereas less educated people may have less awareness, and only accept VCT when mobile services reach their area free-of-charge and without effort [14] . This is in agreement with Kawichai et al. in Thailand, who showed that a higher level of education was a In the present study males were more likely to seek VCT services because of having risky sexual behaviour or being injecting drug users than did females. This may be because males in Egypt have more opportunities than females for risky sexual behaviour. Also males may be exposed to more peer pressure and opportunities to use drugs [18] . However, the sex of those using the service might also be affected by the lack of female counsellors in the VCT or by differences between males and females in health-seeking behaviour.
In our study, the main sources of information about VCT services were relatives/friends, while radio, newspapers and the telephone hotline showed the lowest rank. Others have suggested that motivation for uptake of VCT is driven by knowledge and education rather than sexual risk [19] . Of 723 individuals served by VCT in a rural district of Malawi, the most common reason for attendance (50%) was recent knowledge of HIV/AIDS and desire to know their HIV status. The majority of clients (77%) underwent VCT after being encouraged by others who know their status [20] . It was found that peer education resulted in a significant reduction in the number of HIV infections [21] . In a study in Nigeria, the mass media and religious organizations were the most common sources of information about VCT [22] . Activation of these sources in our community could also increase VCT uptake.
The majority of VCT clients in our study received counselling and testing (90.5%). Kawichai found that 95% of respondents who had HIV testing did not receive pre- and post-test counselling [17] . Almost all our counselling and testing was done on an individual basis with only 3.1% of clients counselled as couples. In spite of the observation that VCT of couples decreased HIV incidence between parents by 50%, less than 1% of African couples have been tested together [7] .
Clients' satisfaction with VCT services in Egypt varied by sex, education level and type of centre. This may be explained by the fact that most of the counsellors were males, clients with better education were more aware about VCT services and that in fixed centres the services were more satisfying and comfortable to clients than in mobile ones. Colebunders et al. reported that the level of patient satisfaction was generally higher with services at university hospitals in Flanders than in general hospitals where the services were poorer [23] .
In the present study there was low intention to share the test results with partners (only 41.4%). This may be due to poor communication between partners due to traditional beliefs in our society, difficulty in discussing sensitive subjects such as sex and the roles of men and women within marriage [24] . A policy of promoting couple-oriented VCT would be more successful than individual testing [25] .
There were some limitations to the study. The low rate of attendance at the mobile centres affected to some extent the representativeness of the distribution of clients between fixed and mobile centres and the research team failed to satisfy the sample size in 2 of the fixed centres. The results may suffer to some extent from interviewer bias and social desirability bias. All efforts were made to minimize these biases.
Conclusion
The level of satisfaction of clients with VCT services in this study in Egypt is considered to be high. Male sex, higher education level and attendance at fixed centres were associated with a higher level of satisfaction.
